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In  the  first  issue  of  "Continuing  Care",  readers  were  provided  with  an  overview  of  the 
project  to  integrate  Alberta’s  nursing  home  and  auxiliary  hospital  systems.  In  the 
beginning,  the  list  of  issues  which  needed  to  be  addressed  to  bring  about  an  integrated 
system  was  rather  overwhelming.  However,  one  by  one  these  issues  are  being  discussed, 
and  steps  are  being  taken  towards  resolving  discrepancies  in  the  system. 

At  the  beginning  of  this  year,  the  Integration  Committees  met  to  set  priorities  for  the  next 
few  years.  At  that  time,  members  of  the  two  existing  committees  decided  to  amalgamate. 
It  was  agreed  that  the  priority  areas  of  development  for  1991/1992  were: 

1.  to  define  the  role,  mandate  and  boundaries  of  the  long  term  care  facility  system, 

2.  to  continue  the  development  of  the  long  term  care  funding  system,  and 

3.  to  continue  to  work  towards  standardization  of  client  benefits  across  the  long  term 

care  facility  system. 

This  issue  of  "Continuing  Care"  will  provide  an  update  on  the  work  of  the  Long  Term 
Care  Integration  Committee,  as  well  as  reports  on  other  related  projects  and  activities. 
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INTEGRATION  PROJECT  PRIORITIES 


In  a series  of  meetings  held  in  the  fall  of  1990  and  early  1991,  the  Integration  Committees 
(Core  Group  and  Steering  Committee)  met  to  review  the  integration  project  workplan  and 
priorities.  (Terms  of  reference  and  membership  of  these  committees  were  outlined  in  the 
previous  issue  of  "Continuing  Care".)  It  became  clear  that,  although  all  of  the  activities 
on  the  "to  do"  list  were  important,  committee  members  had  to  come  to  some  agreement 
on  which  had  to  be  done  first,  and  which  could  perhaps  wait  a little  longer. 

Issues  discussed  by  the  committees  were  grouped  into  seven  broad  areas.  It  was 
recognized  that  all  seven  areas  are  important,  and  none  can  be  addressed  in  isolation  from 
the  others.  However,  given  the  magnitude  of  the  changes  being  introduced  into  the  long 
term  care  system,  and  the  limitations  on  the  availability  of  manpower  to  research,  develop 
and  implement  these  changes,  it  was  agreed  that  not  all  seven  areas  could  be  addressed 
simultaneously.  The  diagram  below  provides  an  overview  of  the  seven  strategic  areas,  and 
their  order  of  priority  from  high  to  low.  The  first  three  areas  of  priority,  definition  of  the 
long  term  care  facility  system,  development  of  the  long  term  care  funding  system,  and 
standardization  of  client  benefits  are  discussed  in  subsequent  sections  of  this  issue  of 
"Continuing  Care". 
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The  fourth  priority  is  the  continued  development  and  refinement  of  the  long  term  care 
facility  reporting  system.  A common  reporting  system  for  nursing  homes  and  auxiliary 
hospitals  was  introduced  effective  April  1,  1990,  and  the  first  annual  returns  are  now  being 
received.  This  new  system  will  facilitate  integration  by  providing  comparable  information 
from  these  two  types  of  facilities. 

Communication  was  identified  as  Priority  #5.  With  all  the  changes  happening  in  the  long 
term  care  system,  it  was  recognized  that  communication  about  new  initiatives  and  the 
reasons  for  these  changes  was  essential  to  their  successful  implementation.  A few 
examples  of  recent  responses  to  the  need  for  effective  communication  on  integration 
issues  include: 

• initiation  of  the  Continuing  Care  newsletter. 

• establishment  of  the  Long  Term  Care  Integration  Committee. 

• regional  workshops  provided  by  Alberta  Health  in  1990  on  changes  to  the  long  term 
care  funding  system. 

• information  bulletins  and  directives  sent  to  administrators,  who  are  then  responsible 
for  communicating  the  content  to  staff. 

The  sixth  priority,  quality  assurance,  is  always  an  important  area  in  long  term  care,  as  in 
other  sectors  of  the  health  care  system.  The  committee  wanted  to  acknowledge  its 
importance,  but  felt  that  it  would  be  more  appropriate  to  wait  until  the  long  term  care 
system  as  a whole  had  had  a chance  to  adapt  to  the  many  changes  underway,  before 
focusing  on  specific  initiatives  in  the  area  of  quality  assurance.  Since  individual  long  term 
care  facilities  have  their  own  quality  assistance  systems  in  place,  the  role  of  the  Long  Term 
Care  Integration  Committee  in  this  area  is  to  monitor  system-wide  changes  to  ensure  they 
do  not  have  a negative  impact  on  quality  of  care. 

The  seventh  and  final  major  priority  for  the  Integration  Committee  will  be  to  re-examine 
the  Alberta  Resident  Classification  System  for  Long  Term  Care  Facilities.  The  study  team 
which  developed  the  classification  system  recommended  that  it  be  retested  after 
approximately  five  years  to  ensure  it  still  adequately  represents  the  care  requirements  of 
the  long  term  care  facility  resident  population.  Suggestions  have  also  been  received 
periodically  about  changes  to  the  classification  process.  There  was  consensus  within  the 
Integration  Committee  that  any  major  changes  to  the  classification  system  or  process 
should  wait  until  after  most  of  the  work  on  the  other  priorities  is  close  to  completion,  as 
there  is  only  so  much  change  the  long  term  care  system  can  absorb  at  once. 
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INTEGRATION  UPDATES 

1.  Definition  of  the  Long  Term  Care  Facility  System 

Formally  defining  the  mandate  for  the  long  term  care  facility  system,  as  well  as  the 
principles  and  framework  for  ongoing  special  program  development  in  long  term 
care  facilities,  was  identified  by  the  Integration  Committee  as  the  top  priority  for 
the  integration  project.  This  work  will  be  undertaken  in  three  phases  as  follows: 

• Resident  Profile  Paper 

The  information  collected  through  Alberta’s  annual  resident  classification 
process  now  provides  a foundation  and  reference  point  for  program  planning. 
Alberta  Health  is  currently  completing  a paper  describing  the  characteristics 
of  residents  of  Alberta’s  long  term  care  facilities  using  information  from  this 
database.  This  paper  will  be  released  in  the  summer  of  1991,  and  will 
provide  the  information  base  for  development  of  a basic  role  statement  for 
long  term  care  facilities  in  the  province.  Once  the  Resident  Profile  Paper 
is  released,  work  will  proceed  on  a discussion  paper  which  will  propose  a 
basic  role  statement  for  long  term  care  facilities  in  Alberta. 

• Role  Statement  for  Basic  Programs  in  Long  Term  Care  Facilities 

Albertans  need  to  be  assured  that  regardless  of  where  in  the  province  they 
may  go  to  receive  long  term  care  facility  services,  the  same  basic  standard 
of  care  and  benefits  are  available  to  them.  It  is  expected  that  the  basic  long 
term  care  program  will  continue  to  serve  the  majority  of  residents  in  long 
term  care  facilities.  However,  it  is  not  intended  that  all  facilities  will  provide 
identical  programs  and  services.  There  must  be  enough  flexibility  in  the 
system  for  facilities  to  respond  to  the  unique  needs  of  their  residents  and 
regions  (for  example,  to  accommodate  ethnic  factors).  Therefore,  the 
approach  to  development  of  a role  statement  for  the  basic  long  term  care 
program  will  incorporate  the  concepts  of  core  program  elements  which  will 
be  present  in  all  facilities  throughout  the  province,  and  optional  program 
elements  which  reflect  local  needs  and  initiatives. 

The  Role  Statement  Discussion  Paper  will  be  widely  circulated  to 
stakeholders  for  their  responses.  When  these  responses  have  been  received, 
they  will  be  reviewed  and  incorporated  into  subsequent  drafts  of  the 
discussion  paper.  A committee  will  be  formed  to  provide  advice  as  this 
process  proceeds. 
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Pursuing  the  goal  of  integration  and  the  development  of  a role  statement  for 
the  basic  long  term  care  facility  program  is  not  intended  to  result  in 
regression  toward  an  "average"  or  common  type  of  long  term  care  service 
for  all  clients,  regardless  of  their  needs.  Rather,  the  objective  is  to  simplify 
and  standardize  basic  benefits  for  all  long  term  care  residents,  and  to 
introduce  elements  of  both  equity  and  flexibility  to  the  funding  system  for 
long  term  care  facilities.  This  basic  standard  of  long  term  care  must  be 
defined  and  made  available  throughout  Alberta  as  a foundation  upon  which 
special  programs  and/or  services  can  be  built. 

• Principles  and  Framework  for  Special  Program  Elements 

As  a parallel  activity  to  development  of  the  basic  role  statement,  a second 
discussion  paper  outlining  the  Principles  and  Framework  for  the  Ongoing 
Development  of  Special  Programs  in  long  term  care  facilities  will  be 
developed  and  circulated.  Through  this  work,  those  programs  and/or  services 
needed  to  complete  the  continuum  of  facility-based  care  and  an  approach 
to  such  program  development,  will  be  described.  As  with  the  discussion 
paper  on  the  basic  long  term  care  facility  program,  this  discussion  paper 
will  be  circulated  for  broadly  based  stakeholder  comment  before  a final 
version  is  prepared. 

The  work  on  defining  the  mandate  for  the  long  term  care  facility  was  initiated  at 
the  request  of  the  Integration  Committee.  The  discussion  papers  will  be  widely 
circulated  for  comments  from  stakeholders.  A committee  will  then  be  formed  to 
review  the  feedback  received  on  the  discussion  papers.  Recommendations  will  be 
used  to  guide  the  development  of  policy  papers  on  the  Role  Statement  for  the 
Basic  Long  Term  Care  Program,  and  the  Principles  and  Framework  for  Special 
Program  Development  in  Long  Term  Care.  It  is  expected  that  final  versions  of 
both  discussion  papers  will  be  completed  by  the  end  of  1991. 

This  project  is  being  undertaken  within  the  context  of  role  development  activities 
underway  throughout  the  entire  health  care  system  in  Alberta.  Acute  care,  mental 
health,  and  public  health  are  all  involved  in  their  own  role  statement  development 
processes  at  present,  or  will  be  in  the  future.  A Coordinating  Committee  will  be 
established  by  Alberta  Health  with  representatives  from  the  various  health  care 
sectors,  to  help  facilitate  a consistent  and  coordinated  approach  to  provincial  and 
regional  role  development. 
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2.  Long  Term  Care  Funding  System 

The  second  priority  area  identified  by  the  Long  Term  Care  Integration  Committee 
was  the  long  term  care  funding  system.  Major  changes  were  introduced  in 
1990/1991,  when  all  remaining  long  term  care  facilities  were  brought  under  the  new 
resident  classification-based  funding  system.  Changes  introduced  in  1991/1992  were 
more  operational  in  nature,  aimed  at  fine-tuning  and  refining  the  new  system  to 
further  bring  about  equity  in  the  funding  system’s  methodology.  Six  funding 
principles  are  guiding  the  development  of  the  funding  system: 

1.  A Common  Funding  Methodology 

2.  Equity 

3.  Accountability 

4.  Incentives  for  Achievement  of  System  Goals 

5.  Incentives  for  Sound  Management 

6.  Simplicity 

Details  of  the  1991/1992  funding  changes  have  been  provided  to  all  long  term  care 
facility  administrators.  A few  highlights  are  noted  below: 

• Long  term  care  facilities  are  to  be  funded  based  on  99%  occupancy,  with  a 
tolerance  on  recoveries  of  funding  based  on  96%  occupancy.  This  will  give 
operators  more  flexibility  in  the  use  of  their  beds,  reducing  the  urgency  to 
admit  new  residents  immediately,  and  giving  facilities  the  option  of  using  beds 
for  services  such  as  respite  care. 

• Six  percent  increase  in  funding  for  nursing  care  requirements  to  address 
increases  in  resident  acuity  levels.  This  funding  is  in  addition  to  the  3.5% 
general  grant  increase  announced  by  the  government  for  the  health  care 
system  as  a whole. 

• Small  facility  minimum  staffing  increased  from  six  to  seven  shifts  in  a 24  hour 
period,  with  a minimum  of  two  staff  per  shift. 

• All  long  term  care  facilities  received  the  3.5%  general  grant  increase.  In 
addition  to  this,  based  on  their  resident  classification  results,  78  long  term 
care  facilities  received  an  increase  in  total  funded  hours  effective  April  1, 
1991.  Sixty  facilities  received  a decrease  in  total  funded  hours.  Facilities 
receiving  a reduction  in  hours  were  given  a grace  period,  with  funding 
changes  effective  July  1,  1991. 


- 7 - 


• Facilities  receiving  additional  funding  based  on  the  case-mix  of  their  residents 
had  these  hours  funded  at  a wage  rate  5.7%  above  the  1990/1991  rate. 


• Nursing  homes  are  to  receive  advance  global  grants  for  basic  services,  as 
opposed  to  the  previous  system  of  payment  at  the  end  of  each  month.  This 
new  payment  system  will  be  implemented  on  August  1,  1991. 


Increase  in  resident  accommodation  charges  effective  July  1991. 


Previous  Rates 


July  1991 


Standard 

Semi-Private 

Private 


$16.00 

$18.50 

$22.25 


$17.52 

$20.44 

$24.82 


Alberta  rates  will  remain  among  the  lowest  in  Canada  after  the  July  1991 
increase.  Future  fee  increases  will  be  indexed  quarterly  based  on  payments 
received  by  residents  from  Old  Age  Security,  Guaranteed  Income 
Supplement,  and  the  Alberta  Assured  Income  Plan.  This  will  ensure  that 
the  established  levels  of  residents’  disposable  income  are  maintained,  and 
that  there  are  not  large  increases  in  accommodation  charges  at  one  point 
in  time. 


3.  Standardization  of  Client  Benefits 

Another  priority  area  is  the  standardization  of  client  benefits.  If  long  term  care 
facilities  are  to  become  part  of  an  integrated  system,  their  residents  should  be  able 
to  pay  the  same  amounts  for  the  same  services,  regardless  of  the  type  of  facility 
they  reside  in.  Some  highlights  of  1991  changes  in  residents’  benefits  are  listed 
below: 

• Nursing  home  residents  will  no  longer  be  required  to  pay  a 20%  co-payment 
for  prescription  drugs  effective  July  1,  1991.  Previously,  only  auxiliary 
hospital  residents  received  pharmacy  services  as  an  insured  (fully  covered) 
benefit.  A working  group  has  been  established  by  the  Integration  Committee 
to  assist  Alberta  Health  in  implementing  this  new  program  (a  report  on  this 
group’s  workplan  is  provided  later  in  this  issue  of  the  newsletter). 

• Nursing  home  residents  will  now  receive  ambulance  services  as  an  "approved 
program  benefit"  similar  to  residents  of  auxiliary  hospitals.  Nursing  home 
residents  over  the  age  of  65  were  previously  covered  under  Blue  Cross,  while 
residents  under  age  65  were  responsible  for  their  own  ambulance  costs. 
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• Funding  for  the  above  two  programs  will  be  provided  to  nursing  homes  as 
part  of  the  regular  monthly  payment. 

• Leave  policies  have  been  standardized  between  nursing  homes  and  auxiliary 
hospitals  effective  April  1,  1991.  Previously,  auxiliary  hospital  residents 
would  lose  their  bed  after  a 14-day  absence,  while  nursing  home  residents 
were  permitted  30  days  of  social  leave,  30  days’  hospital  leave,  and  12 
statutory  holidays.  The  new  policy  allows  all  long  term  care  facility  residents 
50  days  of  hospital  leave,  and  unlimited  social  leave.  Operators  will  be 
monitoring  social  leave  to  ensure  discharge  planning  is  initiated  for  any 
residents  who  may  more  appropriately  be  receiving  care  in  a setting  other 
than  a long  term  care  facility. 

LONG  TERM  CARE  INTEGRATION  COMMITTEE 


As  noted  earlier,  the  previous  Integration  Core  Group  and  Integration  Steering  Committee 
have  amalgamated  to  form  the  Long  Term  Care  Integration  Committee.  The  Long  Term 
Care  Integration  Committee  acts  in  an  advisory  capacity  to  Alberta  Health  on  issues 
related  to  long  term  care  facility  funding  and  integration.  When  the  integration  project 
began  approximately  one  year  ago,  it  was  felt  that  a core  group  would  need  to  meet  on 
a monthly  basis  to  discuss  and  provide  feedback  on  all  the  changes  happening  in  the 
system.  Now  that  the  change  process  is  well  underway,  committee  members  felt  it  was 
appropriate  to  change  to  a quarterly  meeting  schedule,  with  an  emphasis  on  major  policy 
development  issues  as  opposed  to  facility  operational  issues  not  related  to  the  integration 
of  nursing  homes  and  auxiliary  hospitals.  Subcommittees  or  ad  hoc  working  committees 
will  be  established  as  required  to  explore  issues  in  more  depth  and  develop 
recommendations  for  the  Integration  Committee. 

Representatives  were  appointed  jointly  by  Alberta  Health,  the  Alberta  Healthcare 
Association,  and  the  Alberta  Long  Term  Care  Association.  Committee  members  and  the 
sector  they  represent  are  listed  below: 

Dr.  D.  J.  Philippon  (Chair)  - Alberta  Health,  Acute  and  Long  Term  Care  Division 
Mrs.  S.  Weatherill  - Hospital  District  #24,  Edmonton 
Mr.  P.  Rushforth  - Carewest,  Calgary 

Mr.  P.  Gaudet,  Voluntary  Long  Term  Care  Facility  (Good  Samaritan,  Edmonton) 

Mr.  J.  Vogelzang  - Rural  Combined  Long  Term  Care  Facility  (Nursing  Home  & Auxiliary 
Hospital),  Lacombe  Community  Health  Care  Centre 
Mr.  L.  Myggland  - Rural  Multilevel  Facility  (Acute  and  Long  Term  Care),  High  River 
Hospital  and  Nursing  Home 

Mrs.  L.  Mansell  - Urban/Regional  Multilevel  Facility  (Acute  and  Long  Term  Care), 
Calgary  District  Hospital  Group 

Mr.  C.  Bond  - Private  Nursing  Home,  Alberta  Long  Term  Care  Association 
Mr.  M.  Higgins  - Member  at  Large,  Alberta  Healthcare  Association 
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Mr.  R.  Bayly,  Member  at  Large,  AJberta  Long  Term  Care  Association 
Mrs.  V.  Lai  - Alberta  Health,  Long  Term  Care  Branch 
Ms.  D.  Smith  - Alberta  Health,  Long  Term  Care  Branch 

If  you  have  issues  or  concerns  you  would  like  raised  with  the  Long  Term  Care  Integration 
Committee,  or  if  you  would  like  more  information  on  areas  under  discussion  by  the 
Committee,  please  contact  the  appropriate  committee  representative  from  your  sector. 
One  of  the  responsibilities  of  committee  members  is  to  serve  as  a communication  link  with 
long  term  care  stakeholder  groups,  so  it  is  important  that  your  representatives  hear  from 
you. 

RESIDENT  CLASSIFICATION  UPDATE  & 1990  RESULTS 


As  you  may  have  already  noted  in  this  issue  of  the  newsletter,  the  name  of  the 
classification  system  has  officially  been  changed  to  the  Alberta  Resident  Classification 
System  for  Long  Term  Care  Facilities  (formerly  called  the  Patient  Classification  System). 
This  name  change  better  reflects  the  focus  on  the  system  on  long  term  care  residents,  as 
opposed  to  the  more  medically  oriented  term,  "patient". 

Other  jurisdictions  continue  to  show  interest  in  Alberta’s  classification  system.  The 
province  of  Ontario  recently  completed  a pilot  test  of  Alberta’s  system,  and  is  considering 
adopting  it  for  the  basis  of  funding  its  approximately  60,000  long  term  care  beds. 
Representatives  of  Alberta  Health  and  Alberta’s  long  term  care  service  providers  have 
made  several  presentations  upon  request  to  representatives  of  Ontario’s  long  term  care 
field. 

Invited  presentations  on  Alberta’s  classification  system  have  also  been  made  to  long  term 
care  industry  representatives  in  Saskatchewan  and  British  Columbia,  as  well  as  Veterans 
Affairs  Canada  staff  in  Atlantic  Canada.  Each  of  these  presentations  has  been  done 
jointly  by  Alberta  Health  staff  and  representatives  from  the  long  term  care  field  in 
Alberta.  The  joint  cooperation  and  open  communication  between  government  the  long 
term  care  field  in  Alberta  has  been  positively  acknowledged  by  participants  in  each  of  the 
sessions  held  in  various  regions  of  the  country. 

Long  term  care  facilities  in  Alberta  have  now  received  the  results  of  the  1990  resident 
classification.  Forty-one  registered  nurses  with  long  term  care  facility  experience  were 
recruited  from  all  over  the  province  to  conduct  the  classification.  Training  took  place  at 
Millwoods  Shepherds  Care  Centre  in  Edmonton,  and  Bethany  Care  Centre  in  Calgary. 
Classifiers  commented  on  how  comfortable  the  staff  of  these  facilities  made  them  feel, 
and  how  they  helped  to  ease  the  tension  of  the  training  session.  The  nurses  had  no 
trouble  meeting  the  strict  inter-rater  reliability  criteria  in  order  to  qualify  as  provincial 
classifiers. 
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The  classification  process  this  year  was  essentially  the  same  as  in  previous  years,  although 
one  new  feature  was  added.  Medical  diagnoses  for  residents  classified  in  the  previous  year 
were  pre-printed  and  facilities  simply  had  to  update  the  lists.  We  are  certainly  trying  to 
streamline  the  process  as  much  as  possible.  Any  suggestions  you  may  have  would  be 
welcome. 

1990  Resident  Classification  Results 


The  results  of  the  third  annual  province-wide  resident  classification  are  in.  This  year, 
12,832  long  term  care  facility  residents  were  classified,  representing  95%  of  beds  available. 
Results  this  year  show  that  facilities  are  documenting  care  requirements  of  residents  better 
than  in  previous  years.  The  increase  in  the  provincial  case-mix  measure  was  9.8  percent, 
as  a result  of  the  decrease  in  the  proportion  of  A and  B category  residents,  and  the 
increase  in  the  proportion  of  G category  residents  (see  graph  below).  Care  requirements 
appeared  to  have  increased  on  all  eight  classification  indicators  (eating,  toileting, 
transferring,  dressing,  potential  for  injury,  coping,  and  bowel  and  bladder  incontinence). 
For  example,  29%  of  residents  were  independent  on  the  eating  indicator  in  1990,  while 
37%  were  independent  in  1989.  The  basic  demographic  data  has  not  changed.  The 
average  age  of  residents  is  82  years,  and  66%  of  residents  are  female.  Over  three- 
quarters  (77%)  of  all  residents  prefer  to  speak  English.  Detailed  province-wide  results 
were  sent  out  to  all  facilities  along  with  their  own  classification  results.  Additional  copies 
of  this  report  (Alberta  Resident  Classification  System,  1990  Resident  Classification  Results) 
are  available  from  the  Long  Term  Care  Branch  of  Alberta  Health. 


Now  that  all  that  is  left  of  last  year’s  classification  is  fond  memories  and  piles  of  data, 
planning  for  classification  in  the  fall  of  1991  is  underway.  The  consulting  firm  of  Peat 
Marwick  Stevenson  & Kellogg,  under  the  leadership  of  Ruth  Robinson,  has  been  awarded 
the  contract  to  manage  the  data  collection  process.  Facilities  will  be  hearing  from  them 
and  Alberta  Health  in  the  near  future  with  details  of  the  classification  process. 
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PHARMACY  WORKING  GROUP  REPORT 

As  noted  earlier,  the  Long  Term  Care  Integration  Committee  has  established  a Pharmacy 
Working  Group  to  assist  in  implementing  the  new  pharmacy  program  in  nursing  homes. 
As  of  July  1,  1991,  all  nursing  homes  will  be  provided  an  additional  $3.88  per  resident  day 
to  cover  the  cost  of  drugs,  pharmacy  services  and  respective  administrative  costs  for  their 
residents.  This  working  group  began  meeting  in  April  1991,  and  is  expected  to  continue 
their  work  until  December  1991. 

Committee  members  are  as  follows: 

Representing  Long  Term  Care  Facilities 

Ms.  M.  Raasok  (Chair),  Carewest,  Calgary 

Mr.  J.  Lymer,  Good  Samaritan  Society,  Edmonton 

Ms.  B.  Waksel,  Father  Lacombe  Nursing  Home,  Calgary 

Mrs.  B.  Oldring,  Olds  General  Hospital 

Ms.  J.  Worrell,  Extendicare  Health  Services,  Edmonton 

Ms.  B.  Matheson,  Hospital  District  #24,  Edmonton 

Representing  the  Alberta  Pharmaceutical  Association 

Mr.  R.  Hihn,  Centre  West  Super  Drug  Mart,  Airdrie 
Mr.  T.  Marshall,  Marshall’s  Prescription  Centre,  Calgary 

Representing  the  Alberta  Medical  Association 

Dr.  G.  Zetter,  Edmonton 

Representing  Alberta  Health 

Mrs.  V.  Lai 
Mr.  G.  Black 
Mr.  L.  Shipka 
Ms.  C.  Godbolt 
Ms.  M.  Babich 

Included  in  the  workplan  of  the  working  group  are  the  following  tasks: 

• Development  of  a document  outlining  expectations  for  the  delivery  of  pharmacy 
services  for  long  term  care  facility  residents. 

• The  development  of  recommendations  on  efficient  management  strategies.  These 
include  the  development  of  a drug  benefit  list/formulary,  accountability  for  service 
levels,  a reporting  system  for  drugs  and  service,  etc. 
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• The  development  of  recommendations  on  ways  to  ensure  equal  and  competitive 
opportunity  for  community  and  health  care  facility-based  pharmacies  in  providing 
services  to  long  term  care  facilities.  The  working  group  will  be  exploring  drug 
purchasing  practices  and  approaches  to  tendering  pharmacy  services. 

• Identification  of  other  possible  implementation  issues.  The  working  group  plans  to 
examine  issues  such  as  "high  cost"  drugs,  medical  support  and  interdisciplinary 
collaboration. 

Alberta  Health  and  the  Long  Term  Care  Integration  Committee  would  like  to  thank  the 

members  of  the  Pharmacy  Working  Group  for  their  willingness  to  serve  in  this  capacity 

on  a very  exciting  and  worthwhile  project.  We  look  forward  to  further  reports  on  the 

work  of  this  group! 

YOU  ASKED  US 

Q:  Why  does  it  seem  to  take  a long  time  to  get  Resident  Classification  results? 

A:  The  classification  process  itself  takes  about  10  weeks  from  the  beginning  of  the  first 

training  session  until  the  last  resident  is  classified.  From  there,  the  13,000 
classification  forms  are  entered  into  the  computer  and  the  data  goes  through  an 
extensive  error  screening  and  correction  process.  This  takes  about  two  months, 
including  the  time  to  produce  reports  for  every  facility.  The  next  step  is  to 
determine  the  funding  that  goes  with  the  results.  The  provincial  budget  is  generally 
released  publicly  in  late  March  or  early  April.  For  the  past  two  years,  the  Long 
Term  Care  Integration  Committee  and  its  predecessors  have  recommended  that 
classification  results  not  be  distributed  without  the  accompanying  budget  advice. 
The  department  will  review  this  issue  with  the  Integration  Committee  again  this 
year.  Please  feel  free  to  let  committee  members  know  how  you  feel  about  receiving 
classification  results  prior  to,  or  with  corresponding  facility  budgetary  figures. 

Q:  How  does  the  new  leave  of  absence  policy  promote  discharge  planning?  Isn’t  there 

a potential  for  unlimited  social  leave  to  be  abused? 

A:  The  new  leave  of  absence  policy  allows  unlimited  social  leave  for  nursing  home  and 

auxiliary  hospital  residents.  The  leave  can  be  used  for  trial  discharges  to  help 
residents  get  used  to  being  at  home  again.  With  improved  assessment  of  residents 
prior  to  admission,  and  increased  levels  of  home  care  available,  it  is  unlikely  that 
there  are  many  residents  who  are  well  enough  to  leave  a facility  for  extended 
periods  of  time.  It  is  a facility’s  responsibility  to  ensure  that  the  leave  policy  is  used 
appropriately.  If  a resident  is  utilizing  excessive  social  leave,  facility  staff  should 
counsel  the  resident  about  being  discharged. 


